Abstract A 31-year-old primigravid woman with a history of intramural laparoscopic myomectomy presented with acute abdominal pain at 32 weeks of gestation. Ultrasound revealed a fundal uterine rupture with herniation of the intact amniotic membranes together with a foetal limb outside the uterine cavity. An emergency caesarean section was carried out, and a live female neonate weighing 1,950 g was delivered.
A 31-year-old woman presented at 32 weeks' gestation in her first pregnancy with abdominal pain for 1 day. The pain was dull and constricting all over the abdomen, with no relieving or exacerbating factors. She had intermittently had a similar type of pain but in a milder form for many weeks. Her antenatal course had been uneventful until presentation. In her past history, she had undergone laparoscopic myomectomy at the same hospital 3 years previously for an intramural fundal myoma.
On reviewing the records of her previous laparoscopic myomectomy, a fundal myoma measuring 2.3 by 1.6 cm had been removed, the uterine wound sutured, and an absorbable adhesion barrier Interceed placed over the wound.
On examination, the patient appeared to be in a lot of constant pain and was unable to walk unaided; she required a wheelchair. Her temperature was 37.6°C, pulse was 80/min, and blood pressure 130/70 mmHg. The white cell count was normal at 10·10 9 /l. The uterus was irritable and tender. The abdomen showed rebound tenderness and guarding. The cervix was long and closed; it was not dilated or effaced. The cardiotocogram was normal, with many foetal heartbeat accelerations and no decelerations.
On ultrasound examination, a uterine fundal rupture was seen. There was herniation of amniotic membranes and their contents-a limb-through the uterine fundal defect into the abdominal cavity (Fig. 1 ).
An emergency caesarean section was carried out. There was no bleeding at the rupture site. The uterus was incised longitudinally and inferiorly from the fundal defect for delivery of the baby. A female neonate weighing 1,950 g was delivered in good condition with Apgar scores of 9, 10, and 10 at 1, 5, and 10 min, respectively. No blood transfusion was required. The patient made an uneventful postoperative recovery.
Discussion
Laparoscopic myomectomy is a technique that allows small intramural and subserosal myomas to be managed by endoscopic surgery [1] . It has become popular in the last decade. Compared with laparotomy, laparoscopic myomectomy offers the advantages of reduced postoperative pain, shorter hospital stay, and quicker recovery to normal activity [2] .
However, the potential weakness of the hysterotomy scar manifesting as a uterine rupture in the third trimester of pregnancy before labour is being realised [3] [4] [5] . This risk exists not only after intramural but also subserosal laparoscopic myomectomies, even when the myoma was superficial [4] .
In a retrospective study involving 100 patients, the risk of uterine rupture following laparoscopic myomectomy was estimated as 1% (95% CI 0-5.5%); 72% of patients had trials of labour, and of these, 80.6% delivered vaginally, and there was no uterine rupture during the trials of labour [6] .
Of the reported cases in the literature, the gestational window for the gravid uterine rupture following laparoscopic myomectomy was 28-35 weeks; all occurred prelabour. The fetal heartbeat may or may not demonstrate any abnormality [3, 4, 7, [8] [9] [10] [11] .
It has been hypothesized that uterine rupture after laparoscopic myomectomy is the result of suboptimal healing exacerbated by poor vascularisation of some parts of the uterus such as the fundus in the midline, thus predisposing these sites to weakness [4] . The minimum haemoperitoneum in this case and in other reported cases support this hypothesis [3, 4, [7] [8] [9] [10] [11] .
Furthermore, it raises the question of ways to prevent or minimise this complication. Dubuisson et al. have suggested that the best way is to make the uterine suture following laparoscopic myomectomy as meticulous as possible [3] .
